In spite of an indifferently equipped operation theatre and the complete lack of any special instruments, I endeavoured to start the work with whatever I had at my disposal. It was more than a year before I was able to attempt my first thoracoplasty. My difficulties were an utter lack of surgical-mindedness among the public, and the failure of physicians in general to advocate surgery for tuberculosis of the lung, beyond the minor operations for collapse therapy.
Lieut.-Colonel M. M. Cruickshank, the present chief medical officer of Delhi, has taken a very keen interest in this matter and has procured all the special instruments necessary and, by his influence, has finally brought about the acceptance of major surgery by the leading tuberculosis specialists of Delhi. He also very kindly agreed to collaborate with me in all cases of thoracoplasty, and thus gave me the necessary encouragement to proceed with the work. We have so far done twenty-two cases since December 1940?all of them having been operated on in the Irwin Hospital. These cases were selected from patients of the New Delhi tuberculosis clinic, from sanatoria outside Delhi, from the Silver Jubilee Tuberculosis Hospital and from the Ramakrishna Mission clinic, the former two groups of patients being under Colonel Cruickshank, and the latter two under me.
The subject of collapse therapy is a very complex one and there should be perfect cooperation between the physician, the surgeon, and the roentgenologist. There is a paucity of competent thoracic surgeons in India, and the great distance between them and the rural sanatoria further handicaps thoracic surgery. The incision is begun 5 cm. inferior and posterior to the anterior border of the trapezius muscle and is carried downwards several centimetres medial to the vertebral border of the scapula; it then curves laterally below the inferior angle of the scapula and is continued to the mid-axillary line. We incise the skin and the subcutaneous tissues and then identify the auscultatory triangle (figure 1). We consider it important to divide the entire thickness of the muscles at once, so that the immediate retraction of the muscles seals many of the small vessels. The original method of removing the transverse process and the posterior end of the rib together with the rongeur has been found by us to be unsatisfactory. The transverse process has not been sufficiently removed and the head and part of the neck of the corresponding rib have been left behind, and the rongeur is used more or less blindly (figure 7). We also make a point of removing the transverse process of the first rib because we dislike seeing the transverse process of the first rib standing out grotesquely in the rc-ray picture. The first rib is more difficult and dangerous to remove. The first Fig. 4 8-10-41
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